on this subject has for the psychiatric community. September 11 and the subsequent involvement of Canadian Forces in Afghanistan has pricked our cocoon. We are increasingly a multicultural nation, populated by people from around the globe who may have witnessed and experienced torture and other crimes against humanity. Among our physician groups are people who have witnessed and documented such torture and coercive interrogation. Mental health professionals are called on regularly to assess and treat people experiencing posttraumatic stress disorder as a result of direct exposure to the effects of war and torture
We remain creatures of circumstance and are fortunate to live in a peaceful country relatively far from a war zone. Nonetheless, it is prudent to focus on what is morally right when confronted by the conflicts and fog associated with war. It is important that psychiatry looks beyond our hospitals and offices and take positions of professional ethics that have both local and global impact. There are many among us who are active in providing treatment and support for victims of torture. We are a country that accepts refugees, often scarred by torture and in need of psychiatric help. It is important to build awareness and capacity to treat and assist this population. I am appreciative of the request that we encourage psychiatrists to develop skills to support appropriate and effective rehabilitation for torture victims, their families, and communities. Hopefully awareness can be raised and hopefully we as a group of physicians with a fiduciary duty to our patients can add to the voices decrying torture and coercive interrogation. Not only will this build capacity to deal with current needs, but it may sensitize Canadian psychiatrists to the moral and ethical issues that will continue to arise, given the increasingly prevalent nature of global conflict, and when the situation is not as comfortable and clear as it seems today.
Gary Chaimowitz, MB, ChB, FRCPC Hamilton, Ontario

Controlling for Known Risk Factors for Suicide in Multivariate Models
Dear Editor:
This letter is in response to the article by Lemstra et al 1 published in the September 2009 issue. We would like to commend the authors for tackling such an important issue using the Canadian Community Health Survey: Mental Health and Well-Being (CCHS 1.2) and a social determinants of health perspective; however, we have significant concerns about the manner in which the analysis was conducted which cast doubt on the authors' interpretation of their findings.
It is well known that previous history of suicide attempt, psychiatric disorders, substance abuse, and access to lethal means, in addition to the risk factors noted by the authors (physical and social environment, cultural factors, childhood adversity, alcohol abuse, and poverty) are important risk factors for suicide in Aboriginal people in Canada. [2] [3] [4] [5] However, none of these key variables were controlled for in the analysis, despite the fact that CCHS 1.2 (2002) investigated Canadians' mental health and well-being and collected information on prevalence of mental disorders and substance use, both for the preceding 12 months as well as for the lifetime. Because of their strong, previously documented relation to suicide, it is possible that these factors could explain the variability found by the authors. By not controlling for these risk factors, the authors may have erroneously reached the conclusion reported.
Further, this study used suicidal ideation as the outcome of interest; however, we assume that the purpose of the study was to promote better understanding of the issue of suicide, not just suicidal ideation. It is well appreciated in the literature that most people reporting suicidal ideation do not die by suicide. The history of suicide research is bedevilled by the use of proxy measures such as suicidal ideation, which do not and cannot accurately reflect the complex interplay amongst the different variables associated with suicide death. Therefore, policies and programs such as the ones suggested by the authors in this study on suicidal ideation may be advanced or applied at substantial direct and opportunity costs as suicide prevention strategies but lead to little or no substantive change in the primary outcome, suicide.
It is our contention that suicide researchers must address these important methodological and conceptual issues. Indeed, we would go so far as to suggest that research that neglects these issues should not be reported, as publications arising from such work, rather than improving our understanding of suicide, may actually hinder it.
